SOLSTACE CONSENT FORM AND CONTRAINDICATIONS
Date: _____________________________________________
Client Name: _______________________________________
Signature: __________________________________________
Date of Birth: _______________________________________
Informed Consent for Services
I, the undersigned, acknowledge that I am voluntarily choosing to receive one or more of the following services at Solstace. I understand that these services are not medical treatments and are intended to support overall well-being, relaxation, and energetic balance. I understand that none of the services provided are intended to diagnose, treat, cure, or prevent any medical condition. These services do not replace medical treatment, and you consult with your medical doctor to ensure your safety. 

By signing this consent form, I acknowledge that I have had the opportunity to ask questions regarding these services and that I release Dr. Theresa Astrea, Natural Wayz LLC, and Solstace at Natural Wayz from all liability accept responsibility for any outcomes related to participation.
Services Covered Under This Consent & Contraindications by Service


Infrared Sauna
• Pregnancy
• Hemophilia or bleeding disorders
• Fever or acute infection
• Recent joint injury
• Low blood pressure (hypotension)
• Pacemakers or defibrillators
• Heat insensitivity
• Chronic conditions (e.g., MS, heart disease)
• Alcohol or drug intoxication
• Age under 18


Red Light Therapy
• Pregnancy
• Photosensitivity disorders (e.g., lupus)

• Active or history of cancer
• Photosensitizing medications (tetracyclines, lithium)
• Hyperthyroidism
• Black pigmented tattoos in the treatment area
• History of herpes outbreaks
PEMF Mat Therapy
• Implanted devices (pacemakers, cochlear implants, defibrillators, intrathecal pumps, spinal stimulators)
• Pregnancy
• Active bleeding (including heavy menstruation)
• Epilepsy or seizure disorders
• Organ transplants
• Active cancerous tumors
• Fever, sepsis, active infections
• Metal implants (case-by-case)
• Overactive endocrine glands
Halotherapy (Salt Therapy)
• Active infections or fever
• Tuberculosis
• Bleeding or cardiac insufficiency
• Severe or uncontrolled hypertension
• Advanced COPD (stage 3)
• Lung cancer (consult oncologist)
• Open wounds
• Pregnancy (consult doctor)
• Hyperthyroidism
• Kidney disease
Aromatherapy
• Heart problems, epilepsy, asthma, COPD, diabetes
• Pregnancy (certain oils contraindicated)
• Babies, children, elderly (use caution)
• Photosensitive oils (citrus oils)
• Medication interactions
Sound Therapy
• Severe auditory sensitivity
• History of trauma triggered by sound
Neurofeedback
• Uncontrolled epilepsy
• Severe psychiatric conditions
• Inability to cooperate
• Active substance abuse
• Neurological conditions (e.g., TBI)
• Severe depression or thought disorders
• Disruptive, impulsive behaviors
Kathara Bio-Regenesis Technique
• Recent injury or surgery recovery
• Heart disease or high blood pressure
• Serious infections
• Pregnancy
• Medication interfering with energy/physical activity
• Weak constitution
• Fear or resistance to energy activation
• Lack of proper training or ethical practice








Craniosacral Therapy
• Recent head trauma/concussion
• Cerebral aneurysm or stroke
• Intracranial hemorrhage
• Active infection
• Chiari malformation or brain tumor
• Severe seizures, MS, Parkinson’s disease
• Blood clotting disorders
• Severe osteoporosis
• Whiplash or neck injuries

Myofascial Release (MFR)
• Active cancer
• Aneurysm
• Systemic infection or fever
• Open wounds, sutures, large hematomas
• Contagious skin conditions
• Acute injuries
• Healing fractures
• Severe osteoporosis
• Deep vein thrombosis (DVT)
• Use of anticoagulants
• Circulatory issues

Acknowledgment
I have read and understand the contraindications for each service offered at Solstace. I affirm that:
• I have disclosed all relevant health conditions.
• I take full responsibility for my participation.
• I understand that these services are complementary, non-medical, and voluntary.

Client Signature: ________________________________________
Date: ___________________
